Thirty cases of microbial keratitis after penetrating keratoplasty were reviewed to examine the associated risk factors, the spectrum of pathogens and the prognosis for graft survival and visual outcome.
The indications for keratoplasty in this group differed markedly from those for all corneal grafts performed with a much higher incidence of previous microbial kera titis and of herpes simplex keratitis.
A positive culture was obtained in 93% of cases and in contrast to microbial kera titis overall, Gram positive organisms predominated particularly streptococcus pneumoniae and staphlycoccus aureus.
Risk factors identified were loose or broken sutures, graft decompensation and a poor ocular surface environment.
There was a poor prognosis for graft survival with only 23% of cases retaining a clear graft. Overall 53% of cases were regrafted.
Microbial keratitis is an uncommon complica tion of penetrating keratoplasty. Reported rates of incidence are low, ranging from 1.9-4.9% .1,2 The ocular morbidity is serious with a large proportion of affected patients losing graft clarity and requiring further surgical intervention.
.
This study of microbial keratitis following penetrating keratoplasty was undertaken to examine the spectrum of pathogens, to iden tify the associated risk factors and to evaluate the prognosis for graft survival and visual outcome.
Patients and Methods
Case-notes of patients under the care of the [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] . There were eight such cases.
The indication for penetrating keratoplasty in this group of patients is shown in Ta ble I.
The largest group consisted of eight patients who had microbial keratitis in a previous graft which had resulted in perforation or had not adequately responded to medical treatment.
In the seven patients with herpes simplex keratitis, four were grafted for incipient or In total, 47% of the grafts performed in this group of patients were tectonic for actual or incipient corneal perforation and, in 30%
there was corneal decompensation at the time of keratoplasty.
Microbial keratitis occurred in 15 cases wholly within the graft and in 15 cases at the graft-host interface. In the latter group ten had either a broken or loose suture at the site of the infection, or a suture had been removed within the previous four weeks.
Of the 30 infections, a positive microbiolog ical diagnosis was made on the basis of a cor neal scrape and subsequent positive culture in 28, confirmed in one case by an anterior chamber paracentesis. In one case, Strepto coccus pneumoniae was cultured from a cor neal button, following repeat keratoplasty, after negative corneal scrapes. In one case, the bacteriological diagnosis was equivocal after corneal scrapes; Gram positive cocci were seen on the Gram stain which were thought to be Streptococcus but the organ isms could not be cultured.
The organisms isolated are shown in Table   II Only one infection in this series· was related to contact lens wear, a bandage lens used for a persistent epithelial defect. This apparently low incidence is perhaps surprising, but may reflect reluctance to use contact lenses after keratoplasty.
The results of this series suggest that mirco bial keratitis following penetrating kerato plasty carries a poor prognosis both from a visual and tectonic point of view.
Only 23% of cases retained a clear graft,
(which nonetheless was of benefit in patients in whom there were risk factors which were a potential threat to the other eye), the graft decompensated in 13% of cases and perfor ated in 17%. Overall 53% of cases were regrafted.
In 
